Abstract
Objectives-To find out the sources of advice that were helpful to managers of family health services authorities in drawing up the criteria for admission of general practitioners to the child health surveillance lists; to determine the criteria used for admission of general practitioners to the family health services authorities' child health surveillance lists; to find out the changes general practitioners have made in child health surveillance in their practices; to determine the experiences of general practitioners relating to admission to the child health surveillance lists and to training in child health surveillance.
Design-Survey by postal questionnaire. Subjects-General managers of all family health services authorities in England and Wales; all general practitioners in Yorkshire and Humberside.
Results-Managers of 80 of 93 family health services authorities replied (86%). A total of 62 (78%) found local community paediatricians helpful in compiling criteria for admission to child health surveillance lists, and 46 (57%) found national guidelines helpful. Fifty seven (71%) accepted general practitioners who had completed an approved course, and 45 (56%) accepted those with three or more years' experience of child health surveillance. Of the 1966 questionnaires sent to general practitioners, 1233 were satisfactorily completed (63%). Of the 919 respondents who had applied to be put on child health surveillance lists, 673 (73%) had been permanently accepted; of these, 441 (65%) had done an approved course and 375 (56%) had had three or more years' experience of child health surveillance. Of the 145 (16%) not accepted, 57 (39%) had done an approved course and 71 (49%) had three or more
Introduction
Before April 1990 general practitioners could provide child health surveillance for their patients but received no extra remuneration for this service. The introduction of a fee for child health surveillance was accompanied by the requirement that family practitioner committees, as they were then, should establish lists of general practitioners eligible to carry out child health surveillance. A Department of Health circular on child health surveillance in regard to implementation of the new GP contract, sent to regional and district general managers in February 1990, emphasised the importance of agreed policies between district health authorities and family practitioner committees so that child health services would be "provided in a consistent and coherent way." The first policy area mentioned by the circular is "the criteria-based on experience and training during the five years immediately preceding the application-which determine the eligibility of general practitioners to be included on the child health surveillance list." The guidelines for the training and accreditation of general practitioners in child health surveillance produced jointly by the (29) health surveillance lists; to find out what changes general practitioners have made in child health surveillance in their practices under the new contract; and to determine the experiences of general practitioners relating to admission to the child health surveillance lists and to training in child health surveillance.
Methods

SURVEY OF MANAGERS OF FAMILY HEALTH SERVICES AUTHORITIES
The questionnaire sent to managers of family health services authorities consisted of two main sections. The first gave a list of possible sources of advice for compiling the criteria for admission. For each of these, respondents were asked to state whether they strongly agreed, agreed, were neutral, disagreed, or strongly disagreed with the statement, "The following were helpful in providing information which enabled me to compile the criteria for admission to Table I shows the responses to the second section, ranked by the percentage of respondents who considered that the particular qualification or experience would lead to automatic acceptance on to the child health surveillance list. Some family health services authorities had different criteria for general practitioners in different district health authorities, depending on the policy ofthe district health authority. In one case the family health services authority had to deal with four different district health authorities. Some of those who did not respond to parts of this section referred to the reports and leaflets they had sent when returning their questionnaire. Several family health services authorities stated that qualifications had to be obtained within a given time, often in the past five years, but some required them to be within the past three years, and in one case only approved courses in the previous year were considered adequate.
GENERAL PRACTITIONERS
Of the 1966 questionnaires sent out, 1253 were returned, of which 1233 were satisfactorily completed, giving a response rate of 63%. Singlehanded general practitioners were underrepresented in the respondents (7% of respondents as against 12% of the total). The percentage of respondents who had been accepted for child health surveillance was similar to the percentage of all general practitioners who had been accepted in each family health services authority area, except for one where 70% had been accepted, compared with 59% of respondents (p<001, x2 test).
CHILD HEALTH SURVEILLANCE IN THE PRACTICES
Of the respondents, 673 (55%) personally carried out child health surveillance in their practices and a further 348 (28%) were in practices where child health surveillance was carried out by someone else. One hundred and eighty (15%) said that no one in the practice carried out child health surveillance. A total of 328 respondents (27%) were in practices that had started a child health surveillance programme after 1 January 1990, and 410 respondents (33%) had recently modified an existing programme. In all, 129 respondents (10%) said that their district health authority had not produced precise definitions of the work to be done by general practitioners in child health surveillance, and a further 260 (21%) were uncertain whether their district health authority had produced such guidelines.
In those practices not carrying out child health surveillance, 14 respondents (1%) had stopped since 1 January 1990, 87 (7%) did not intend to start, 59 (5%) intended to start, and 84 (7%) were uncertain. Table II shows the distribution of general practitioners in each family health services authority area, numbers actually on the family health services authority's child health surveillance list, numbers of respondents in each family health services authority area, and the numbers of respondents who applied and who were accepted permanently or temporarily in each family health service authority area. Of those who applied, 422 (46%; 34% of all respondents) had been required to attend a course in child health surveillance as a condition of acceptance. Table III shows the experience and training of those accepted permanently on to their family health services authority's lists, and of those who were not accepted. Several general practitioners commented that their extensive experience of caring for children in general practice had been disregarded and that they felt resentful that general practitioners in other areas had been accepted with less experience or fewer qualifications than themselves.
ADMISSION TO CHILD HEALTH SURVEILLANCE LISTS
APPROVED TRAINING COURSES
A total of 113 respondents (9%) had either some difficulty or great difficulty in finding an approved training course. Several commented that, because all their partners had also been required to attend a course, some of them had to travel further afield as they could not all be absent from the practice at once to attend a local course.
The section evaluating an approved course that they had attended in the past year was filled in by 532 respondents (43%). Although 424 (80%) of these felt that the content of their course was relevant to general practice, only 346 (65%) felt that they had gained new information and 235 (44%) that they had learned new skills. A total of 218 (41 %) felt that the courses did not take into account their previous experience of children. The length of the courses varied from two days' theory to five days' theory and six or more practical sessions. The comments on courses ranged from "excellent, stimulating" to "futile, patronising, too didactic, poor lectures, a complete waste of time." Several respondents commented that the courses were too basic and underestimated general practitioners' knowledge and experience of children.
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27 JULY 1991 I was struggling at the time to make sense of that experiment of man called obesity, specifically obesity in childhood, and from this time I began to see a logic in the work I was doing. Dr Widdowson's own experiments (with Professor McCance) on animal (and human) growth have been amply confirmed in the studies with which I have since been concerned on the control of human growth in infancy, childhood, and puberty, but it was the lateral thinking in the paper which changed things for me.
Medical students and young doctors receive a more or less constant input of sensory information and you try to make the best of what comes out. When you start in research the future stretches indefinitely and busy clinicians (who often hide the paucity of creation behind their business) have suddenly to generate their own stimulation. The desk is void until you fill it-and everybody else around you seems so clever and busy. Many clinicians find such sensory deprivation hard to bear and the time that has to elapse between the starting of the collection of data and the pleasure in analysing it deeply depressing. This is one reason why research is such hard work but ultimately so rewarding. Dr Widdowson's paper showed me how wide could be the appreciation of such a set of data, how infinite the elegance of nature in the control of biological processes.
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